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Although the Scottish Medical Practices Committee and 
the Scottish Association of Executive Councils in written 
memoranda to the Royal Commission on Doctors’ and 
Dentists’ Remuneration considered that the maximum 
permitted list should be reduced, their witnesses at the 
Commission’s public session in Edinburgh on December 
12 agreed that the number a general practitioner could 
efficiently provide for in fact varied greatly with the 
individual, some of the best doctors having the 
maximum list. A number of questions were put on 
allegations of exploitation of assistants, but from 
statements made by members of the Commission it was 
evident that the commissioners appreciate that the 
relationship of partners is a delicate human one, and 
that it would be inappropriate to compel anyone to take 
a particular person as a partner. 


SCOTTISH MEDICAL PRACTICES COMMITTEE 


Oral evidence on behalf of the Scottish Medical Practices 
Committee was given by Dr. J. T. Baldwin, its chairman, 
who works in a partnership of four, Mr. A. }. Millar, a 
member of the Committee and former Assistant Secretary in 
the Department of Health for Scotland dealing with general 
medical services, Mr. A. B. Fairweather, an officer of the 
department who was formerly secretary of the Committee, 
and Mr. J. McCallum, its present secretary. 

The Cemmittee had been asked by the Commission 
whether they had formed any impression as to the quality of 
applicants, particularly as to any changes. On this the 
Committee did not feel competent to make any comments, 
since the selection of doctors to succeed to vacant practices 
in Scotland was a matter for executive councils and it was 
only when an appeal was made that they were required to 
consider the merits of any applicants. “It can be stated, 
however,” the memorandum of evidence added, “that 
generally the doctor selected by the executive council is well 
qualified and has had good experience both in hospital and 
in general practice.” 

Sir HUGH Watson asked: “ What is the Committee’s view 
of the value of hospital experience in general practice ? ” 
Dr. BALDWIN, who explained that he was also a member of 
an executive council and of a local medical committee, 
replied: “ We attach a considerable amount of value to it.” 
They felt that as well as the compulsory pre-registration 
year in medical and surgical house appointments, it would 
probably be even better if the doctor had more hospital 
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experience. “On the other hand, we feel he could have 
too much hospital experience before entering general 
practice.” Dr. Baldwin explained that too narrow a 
specialization, such as in neurosurgery or thoracic surgery, 
would not help, but an additional appointment in obstetrics 
would be of value. Commented Sir Hucu: “I think we 
have had exactly the same expression of opinion elsewhere.” 


Hospital Experience “ Undervalued ” ? 
“Would your experience as a member of an executive 


council lead you to suppose that executive councils 
undervalue hospital experience ?” asked Sir HucuH. “I do 
not think they do,” answered Dr. BaLDwin. “ We have 


had a lot of evidence to the effect that it is difficult to go 
from one branch of the profession to the other, except in 
the very initial stages,” explained Sir HuGH. “ You accept 
that that is the position?” Dr. BaLDwin did—and ‘that 
having once obtained a post in general practice it was 
difficult to obtain another one. ‘“ We have had evidence 
that there is a certain rigidity almost as between the two 
branches of the profession,” Sir HuGH went on. Dr. 
BALDWIN thought there was too much rigidity. 

“How would you suggest it could be improved?” Sir 
HuGH wanted to know. Dr. BALDWIN replied: “ One thing 
which would be of advantage would be if general practitioners 
had opportunities to take hospital appointments as clinical 
assistants, where they would have the opportunity of 
working with consultants in order to obtain experience 
which would enable them to take additional qualifications.” 

The Chairman of the Commission, Sir HARRY PILKINGTON, 
asked whether there were any factors of remuneration that 
made it difficult to pass from one branch of the profession 
to the other. Dr. BALDwrn said there was no theoretical 
reason why a general practitioner should not undertake an 
appointment in hospital and still act as a general practitioner, 
but he had no knowledge of it working in the opposite 
direction. The CHAIRMAN asked: “Are the levels of 
remuneration near enough in the two branches not te be 
a great deterrent to move ?” Dr. BALDWIN said he was not 
competent to give an opinion. 


Trainers and Trainees 


The procedure for choosing trainers under the trainee 
scheme in general practice is differect in Scotland from that 
in England and Wales, Dr. BALDWIN told Sir HUGH WATSON. 
In each Scottish National Health Service Region there was 


appointed a committee to select trainer practitioners. In 
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the South-east Region this consisted of a lay chairman and 
members who were general practitioners appointed by the 
Secretary of State for Scotland but nominated by local 
medical committees and representatives of consultants. It 
met twice every year. A memorandum had been prepared 
which laid down the criteria which the committee used in 
considering whether a doctor should be a trainer. Broadly 
speaking, it was if he had a practice of a size large enough 
to enable him to devote time to training the trainee assistant 

up to 2,500 in an urban practice and 2,000 in a rural one. 
“Each applicant, I can safely say, is known to several 
members of the committee personally,” added Dr. Baldwin. 
Valuable help was also obtained from the consultants, who 
were very well aware of his competence. 

It was the practice in the S.E. Region, ard he believed in 
other Scottish regions, that after a period of four or five 
years it was considered that a trainer should have a rest 
from training. In any case, a trainer was not appointed for 
several years in succession if there were others who were 
capable. The CHAIRMAN: “Is it a mark of being rather 
a good doctor to be chosen as a trainer?” Dr. BALDWIN 
agreed that it was. 

Dr. Baldwin said that in his practice a partner was a 
trainer. “ We have found it stimulating to us to be trainers. 
We learned a lot from the trainees, and I understand they 
learned something from us.” He added that when there 
came their turn not to be trainers they found that they were 
in fact less busy than when the trainee was there. 


Difficulty in Getting Trainees 


To Sir HuGu’s question: “Is the scheme largely taken 
advantage of ?” Dr. BALDWIN replied that in the S.E. 
Region there were almost more applicants to be trainers 
than there were vacancies. But the scheme was not used as 
much by potential general practitioners as one would 
have thought. It was weil known that there had been 
difficulty in getting trainees over the last year or two; this 
was more evident in some parts of the country than in 
others. 

“Do you think the scheme is a good scheme ?” asked 
Sir HucH. “I do indeed,” replied Dr. BALDwin. There 
was no doubt in his mind that the standard of work which 
the assistant found influenced his professional practice 
throughout his life. 

Mrs. K. M. C. BAXTER, a commissioner, pointed out that 
entering general practice as a trainee assistant ensured that 
a young man had experience of at least two practices. Dr. 
BALDWIN told her that at the end of his training an assistant 
would not get a practice right away. Some thought that 
they would like to undertake a period of assistantship after 
their trainee assistantship ; others felt a lack and went back 
to hospital for six months or so. He told of an able man 
who wanted to practise in the Edinburgh area and had 
difficulty in obtaining a partnership. Another, who was 
prepared to go anywhere, obtained an appointment in a 
North of England industrial practice very soon. 


Setting Up in Single-handed Practice 


The number of new single-handed practices set up 
in Scotland has declined, particularly since 1952, Mr. 
FAIRWEATHER told the Commission. It was pointed out that 
there was no information as to the number of doctors who 
before the Health Service set up new single-handed 
practices. 

Areas in Scotland which, in England, would be 
“designated areas” are very few. (The memorandum of 
evidence, stating that the Committee had never deemed it 
necessary or expedient to “close” particular areas as the 
English Medical Practices Committee had done, explained: 
“ They have taken the view that every application to enter 
an area should be individually considered by them, in- the 
light of its own circumstances, and of the conditions 
prevailing in the area at the time the application is made.”) 
There were very few areas which the Committee considered 


to be adequately doctored, but the witnesses pointed out 
that there was a difference between this and one which was 
much under-doctored. Figures showed that, generally 
speaking, the likelihood of a doctor who “ put up his plate ” 
being able to build up a practice in three years that would 
enable him to earn a living in an already developed area 
(compared with a developing area) was remote. “The 
average person is not prepared to change his or her doctor.” 
A graph was produced which showed that applications for 
single-handed practices never rose to more than about 10 in 
a year, and in 1953 the applications to practise in partnership 
rose to nearly 60, although generally it appeared that such 
applications ran at the rate of about 25 to 30 a year. 

Dr. BALDWIN gave his personal opinion that the initial 
practice allowance was sufficient only in those cases where 
the practitioner was entering a newly developing area. In 
order to achieve its purpose in other areas it needed to 
taper off much more slowly. The third-year allowance was 
very meagre if the doctor had not got many patients. 

Each application was considered on its merits. As well 
as the average number of persons per doctor, other 
considerations taken into account in determining whether a 
particular area should attract one or more initial practice 
allowances were such factors as the type of practice (that 
a woman’s practice should be maintained in that area, for 
instance), age of doctors, size and geography of district, 
total population, and distances to be travelled by doctors. 
“ Not many are refused,” said Dr. Baldwin. 


Exploiting Assistants ? 


“We have had some suggestion,” said Sir HUGH, 
“ without anything very definite put before us, that in some 
quarters there is a tendency to exploit assistants. Naturally 
that evidence has come mostly from the assistants’ side of 
the profession. You do sometimes refuse permission for 
the employment of an assistant? “ Very rarely,” answered 
Dr. Batpwin. “It has not been done since I have been 
chairman of the Committee.” 

On what grounds would an application be rejected 2? Mr. 
MILLAR said a reason why executive councils refused consent 
to the employment of an assistant .often was that they 
thought the practitioner should have another partner, rather 
than an assistant, so they tried to exercise pressure on him 
to take in a partner. “Of course it is difficult,” said Mr. 
Millar, “ since we have no power to force him to take a 
partner. If he refuses he is left with no assistance, and 
that is not so good for the patients. One has to take the 
interests of the patients into account, and if one is going to 
be swayed by that aspect, one gives consent to the 
employment of an assistant as being better than nothing.” 

Sir HuGH: “ What you are saying is that there are quite 
a number of cases in which the executive council think a 
practitioner should not have an assistant but a full partner, 
which would almost confirm the view that assistants, if not 
exploited, are made use of in circumstances in which they 
should not be made use of ?” Mr. Mittar: “Yes, I 
should think that is a correct statement of what the 
executive council feels in the matter.” Dr. BALDWIN: “ My 
personal view is that if the doctor thinks he should employ 
an assistant and is prepared to pay his salary out of his own 
pocket, there is no reason why we should intervene.” 

Pointing out that there was no scale laid down for 
assistants, Sir asked: “Do _ you _ think that, 
circumstances being as they are, there is any reason to 
suppose that there ought to be such a scale laid down, or 
does the market find its own level?” Generally speaking, 
the market found its own level, thought Dr. BaLpwin. The 
scale for the trainee assistant, which was laid down, acted 
as a guide, the salary for the assistant being at a rather 
higher level. “ Generally speaking, I think the assistant’s 
salary is fair, at least in the initial stage,” Dr. Baldwin said. 
There should always be a place for an assistant in general 
practice. It had been recognized for a long time that the 
best way to get into general practice was to become an 
assistant with a view. 
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Mr. J. H. GuNLAKE, who is an actuary, said that the 
relationship of partner and partner was a human one, and 
that a person who was acceptable as an assistant was not 
necessarily acceptable as a partner. Dr. BALDWIN agreed 
with the commissioner. There were  single-handed 
practitioners who did not wish to have partners, and there 
were assistants who were content to be assistants, although 
there were not many of these. 


Partnership Agreements 


has seen agreements which are quite shocking,” 
said Dr. BALDWIN, in the course of answers about the 
question of fair partnership agreements. He agreed, 
however, that the practice of going into partnership was now 
becoming more general, and that by and large doctors were 
becoming accustomed to the adjustment of reasonable 
partnership agreements. “It would be to the advantage of 
junior partners, on the whole, if all agreements were 
submitted to us.” On this the memorandum stated that 
the probable result of the Committee having power to see 
all proposed partnership deeds and to+grant or refuse 
certificates in respect of them (which the Committee believed 
would be an advantage) would be that “in more partnerships 
than at present the interests of the junior partner would 
be adequately safeguarded.” Of the 85 proposed agreements 
submitted to the Committee during the five years to June 30, 
1958, many received a certificate without question ; others 
received a certificate after certain matters prejudicial to the 
junior partner had been altered ; in the remainder certificates 
were refused. 

Mr. MILLAR pointed out that the statutory provision for 
the submission of agreements was not to protect the junior 
partner but to protect the senior partner from being charged 
with an offence under the Act in regard to the sale of good- 
will, “and it might be thought a little illogical to force our 
services on people who thought they couid quite well get 
on without them.” On the other hand, if it was thought a 
good thing that the junior partner should be protected, it 
should be stated. It might be arranged that an agreement 
could not be legal unless submitted. Dr. BALDWIN agreed 
that the advantage to the junior partner under the present 
arrangement was incidental, “but we have intervened to 
prevent an agreement contravening the Act, and by so doing 
it has been to the advantage of the junior partner.” 

“When your committee considers the number of doctors 
in an area and whether it is under-doctored, what 
information do you have about the private commitments of 
doctors outside the National Health Service ?” asked Sir 
HuGH. Dr. BALDWIN said there was a column in the form 
on which executive councils reported to the Committee 
which asked for hospital and other commitments. In many 
executive council reports this was left blank. The 
Committee did not really know what other commitments 
general practitioners had and therefore paid no attention to 
it, because such information as they had was not reliable. 
“{t is extremely difficult to obtain this information. I may 
say,” commented Dr. Baldwin. 


One 


Size of Lists 


Sir HuGu then turned to that part of the memorandum of 
evidence which he described as “somewhat controversial,” 
that in which the Committee dealt with the size of the 
maximum permitted list. 


“ The Committee do not regard the present permitted maximum 
of 3,500 patients as any proper indication of the number who 
can be adequately served—with justice to both patient and 
doctor,”’ it stated. “Even in compact industrial areas such a 
large commitment represents too heavy a burden. The Committee 
would stress that a reduction to a lewer figure should be regarded 
as a step which must be taken (a) if a satisfactory standard of 
service is to be provided by practitioners and (6) if the medical 
profession is to be allowed a reasonable amount of leisure. . . . 
At present, the Committee consider as under-doctored any area 
where the average number of patients is over 2,500, or 2.000 in 


areas where other commitments are large, or where a large amount 
of travelling is undertaken. This leads to the conclusion that the 
present maximum of 3,500 patients for an individual practice is 
too high—in any type of area whatsoever.” 

Sir HuGu: “It is very difficult to be dogmatic about the 
size of list?” Dr. BaLpwin: “ Yes.” Sir HuGH: “Is the 
position that so much depends on the ability, the personality, 
and the methods of the doctor himself, and naturally on the 
area, that it is almost impossible to generalize?” Dr. 
BaLDwin: “I think it probably is.” One practitioner with 
2,000 patients had asked for an assistant. Another with 
a list of 3,500 was recognized as having one of the best- 
organized practices. 

Asked about the inducement payments to practise in 
remote areas, Dr. BaLpwin thought the arrangement was 
working extremely well indeed. There were 47 inducement 
payments in Scotland under the National Health Service, 
and there was no doubt that in many areas there would be 
no general practitioner were it not for these inducement 
payments. 


Practice Expenses Exceed Income 


The Committee asked the Secretary of State to make an 
inducement payment if it was necessary for a practice to be 
maintained and where, because of the small number of 
available patients, it would be impossible to do so without 
such a payment. Dr. Baldwin mentioned a practice the 
expenses of which exceeded the income; it was therefore 
necessary for a substantial sum to be given in order to 
enable the doctor to live at all. This was one of the Scottish 
islands on which there must be a doctor and where there 
were only 170 patients on the list. 

The CHAIRMAN asked whether a particular net figure was 
aimed at? Dr. BALDWIN said it was difficult to justify a 
substantial amount when a man had only about 200 patients, 
but the figure of £1,600 was regarded as a net income which 
it was desirable to achieve. He agreed that in the case of 
the doctor whose expenditure was greater than his income 
he would have to be paid more than £1,600; it was an 
exceptional case. 

The CHAIRMAN: “ As a system, you have no alterations 
to suggest so far as remuneration is concerned?” Dr. 
BALDWIN: “No. So far as I am aware, it is working very 
well.” 


SCOTTISH ASSOCIATION OF EXECUTIVE 
COUNCILS 


For the Scottish Association of Executive Councils, whose 
memorandum, the CHAIRMAN stated, contained a great deal 
of factual information and figures “and in some cases 
information we have not otherwise obtained,” there 
appeared Dr. J. M. C. Gill, president of the association and 
vice-chairman oi Aberdeen and Kincardine Executive Council 
(who works in a partnership of three), Colonel R. S. Weir, 
vice-president of the association, Mr. T. Hunter, former 
president, and Mr. A. R. Howie, secretary of the 
association. 

Dr. Git said the association thought the scheme for 
initial practice allowances had been successful. “We did 
think that perhaps the allowances would be a little more 
generous and perhaps last a little longer than three years,” 
he added. The association had not considered the suggestion 
made by the witnesses for the Scottish Medical Practices 
Committee that the allowances should taper off over a 
longer period. 


Single-handed Practice and Partnerships 


The association’s information about doctors setting up in 
practice on their own was largely based on the report of the 
Scottish Medical Practices Committee. Sir HUGH WATSON: 
“We gather that the average number entering practice in 
that way is about 10 in Scotland each year. Would you 
expect that number to be much improved on?” Dr. GmL: 
“We had not considered that, and I really do not know. I 
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think that would be a fairly good average.” The CHAIRMAN: 
“What do you have in your own district?” Dr. GILL: 
“ Practically no doctors start up on their own in the north- 
east area.” The CHAIRMAN: “Is that because you do not 
have new towns and rapidly developing suburbs?” Dr. 
Gut: “ That has a lot to do with it, and also in the north- 
east the average lists are lower.” 

The association’s memorandum, pointing out that, with 
almost 100% of the population already on doctors’ lists, the 
new doctor must attract patients from his established 
colleagues, added: “The more ethical his approach, the 
more difficult his task tends to be.” 

Mr. A. R. Howre said that Dr. Baldwin, for the Scottish 
Medical Practices Committee, had given the same general 
indication. If a doctor set up his plate he simply had to 
wait for patients to come to him. He did not think there 
was anything the association wouid say more than was in the 
memorandum. 

The association believed that some consideration should 
be given to measures to stimulate further the introduction 
of more “additional” partners. “This might be done,” 
stated the memorandum, “ by arranging for the payment to 
pre-1948 practitioners assuming additional partners of part 
of their compensation fur loss of right to sell goodwill.” 
Mr. GUNLAKE pointed out that that suggestion had been 
made officially and turned down. 

The CHAIRMAN: “ You have in Scotland a number of 
practices which, because of distances, would be difficult to 
run as partnerships?” Dr. Git agreed. The CHAIRMAN 
then noted that if something was paid from the Central 
Pool as an inducement to form partnerships it was almost 
inevitably to some extent at the expense of the single-handed 
practitioner. 

Did the association think that the move towards 
partnerships had not gone fast enough? No, replied Dr. 
Git. Figures showed that the movement had gone fast ; 
but the association thought partnership was a good method 
of doctors helping each other and therefore of improving 
the service to the public, and so should be encouraged. 
Mr. Howie mentioned that before the Health Service came 
in the reduction of income following the taking on of a 
partner was offset by the increase in capital. 


Decrease in Advertised Vacancies 


At the beginning of the National Health Service, stated 
the memorandum, it was generally believed that succession 
to an advertised vacancy would be the most usual means of 
entry into general practice. With the growth of partnership 
practice and existing arrangements for the fill'ng of 
partnership vacancies by consulting with the remaining 
partners, the number of advertised vacancies was small and 
apparently would be smaller in the years ahead. What was 
not contemplated at the beginning of the Service, explained 
Mr. Howie, was that there would be so many partnerships. 
Dr. Git thought it a good thing. So far as a partnership 
was concerned it would be very difficult to practise amicably 
with someone thrust on one. The CHAIRMAN indicated that 
both Mr. Gunlake and Sir Hugh Watson, who had 
partnerships in other professions, would think it essential 
that a partner should be acceptable. 

Supervision of agreements had caused a division of 
opinion in the association, Mr. HUNTER stated. Certain 
members thought it would be a good thing ; others thought 
it should be left to the parties themselves to make their 
arrangements—“ that we must assume that the agreement 
would be a fair agreement.” 


Employment of Assistants 


The association wanted stricter control over the 
employment of assistants other than trainees introduced. 
The additional number of patients permitted to a doctor 
employing an assistant should be considerably limited so 
as to reduce the possibility of an assistant being employed 


solely for the purpose of permitting a large increase of the 
principal’s list. On the other hand, the employment of 
assistants in approved cases should be facilitated, and 
consideration might be given to the possibility of providing 
that the appointment of an assistant should not decrease 
the amount of the principal’s income as calculated for 
superannuation purposes. 

So far as the employment of assistants for a considerable 
number of years was concerned, the association felt that 
there might be practices of such a size that they could 
afford an assistant and not be sufficient to pay two principals. 

Commenting on the figures given by the association of 
sums paid to assistants—which showed that of 221 assistants, 
149 were being paid £750-£1,000 a year—Sir HUGH WATSON 
asked: “Have you any reason to believe that there is 
anything unfair about the present remuneration of assistants 
to general practitioners?” “I do not think we have,” 
replied Dr. Gitt. Sir HuGH: “ On the whole you think that 
assistants are reasonably well paid?” Dr. Git: “ Yes, I 
think they are.” The CHAIRMAN commented that the average 
remuneration shown from the appendix to the association’s 
memorandum was less than that stated by the British 
Medical Association, but Sir HUGH WarTSsoN said that all 
the B.M.A. was able to tell the Commission was the result 
of a review of figures in advertisements. The Scottish 
Association of Executive Councils, in their memorandum, 
set out a classification of applicants for advertised medical 
vacancies for the three years to March 31, 1958, classified by 
completed years since graduation and post held at the time 
of application. 


“ Trainer” Practitioner 


The arrangements under which  ppractitioners are 
recognized as “trainer” practitioners were approved in 
principle, “but there is probably a case for a detailed 
inquiry as to whether these arrangements are serving the 
purpose for which they were introduced.” And “in order 
to prevent any abuse,” the association was of opinion that 
it might be desirable to provide that the recognition of a 
principal as a trainer should not be continued for a period 
of more than two years without a break, unless it appeared 
that there was no other suitable trainer available. 

Dr. GiLt, amplifying this, said the association felt that 
if a practitioner had a trainee assistant he geared up his 
work to working with an assistant, and it might be that, if 
he went longer than two years, when the break came 
he found it difficult to adjust himself to working single- 
handed. 

“Why does a doctor apply to have a trainee?" the 
CHAIRMAN asked these witnesses, as he had those from the 
Scottish Medical Practices Committee. Dr. Grit said there 
was the trainee grant, and the ‘act that he had a trainee 
allowed him a little more leisure. “ Also having a trainee 
is a very stimulating experience—I had a trainee myself for 
a year, and I found it very good experience for myself as 
well as for the trainee.” 

The memorandum of the association, after stating that the 
association was not directly concerned with rates of 
remuneration, which should be determined by appropriate 
negotiating machinery, went on to express the opinion that 
there were obvious doubts as to the fairness of the 
present system of remuneration by capitation payments. “ It 
is a convenient method but difficult to defend, as there is no 
direct relationship between remuneration paid and the 
standard of professional work. 


“ Merit Awards” for General Practice 


The association would not object to a different system 
“if some means could be found of recognizing special skill 
and experience.” But as there appeared to be no yardstick 
with which to measure the skill of a doctor in diagnosis and 
treatment the association could not suggest a method. 

There had been discussion, Dr. GiLt reported, on merit 
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awards, and loading the capitation rates for very old and 
very young patients, but the association had not devised any 
system of this sort. It believed that there should be some 
financial incentive to improved services by the provision of 
special premises and the employment of nurses or ancillary 
staff. ‘At present the doctor with the largest list and the 
lowest expenses gains most,” the memorandum declared. 

Sir HuGH: “ At the moment, putting it quite crudely, the 
present system in regard to expenses is an incentive to the 
doctor with the large list to spend less on expenses, as a 
result of which he gets his remuneration largely net?” Dr. 
Gut: “We did think there was something to be said for 
paying practice expenses separately.” What they had in 
mind was the removal of the present disincentive to 
expenditure. 

The CHAIRMAN asked whether the experience was that the 
doctor who skimped on expenses, providing the minimum, 
lost patients to those with better standards. Mr. Howie 
said: “When one doctor improves his surgery, the others 
fairly soon follow on.” Even really adequate clerical 
assistance would seem to enhance the actual medical service 
which a doctor gave. 


Desirable Size of List 


The desirable size of a list of a single-handed practitioner 
in an urban area, in the association’s opinion, was in the 
region of 2,000/2,500 and in a rural area 1,500/2,000. Dr. 
GILL agreed that there was great variation in what a doctor 
could do. He knew one with an existing maximum list 
who was known te be first-class ; on the other hand, he had 
a doctor with a list of only 1,300 phoning to say he did 
not know how he was going to get through his work. There 
were so many variable factors that it was impossible to lay 
down a hard-and-fast rule. The CHAIRMAN asked whether 
the man to whom Dr. Gill had first referred should be 
compelled to take a thousand less patients than now. Dr. 
Gut: “That was the view of the association.” Mr. 
Howie: “At the moment they have a maximum, and if a 
maximum is to remain there will be hard cases.” 

Returning to the question of merit awards, Sir HUGH 
Watson asked: “Is it possible, in your view, to evolve a 
system of merit awards ?” The association had not been able 
to think of any one at all. “ Whatever the solution might be,” 
said Mr. Howe, “it was quite clear that there was general 
and quite strong obdjection against merit awards as these at 
present operated in the hospital service. The objection 
seems to be lack of information and a feeling that it might 
not operate equitably.” 


Load of Work on General Practitioners 


The load of work falling on general practitioners has 
considerably increased since the National Health Service, 
stated the association. It was thought that in rural areas the 
load was probably almost double, and in urbah areas, 
despite readier access to hospital facilities, the increased 
load was almost as great. Some of the work falling on 
practitioners might be done by qualified almoners or social 
workers, and generally a closer co-operation between the 
medical and social services might be desirable. 

The statement about the increased load was described by 
Sir HuGH Watson as “the most forthright expression of 
opinion we have had on this matter.” “ We have no actual 
figures,” admitted Dr. Gitt, “ but that was the impression 
of our constituent councils.” Mr. Howre said that they had 
made many unsuccessful attempts to get comparable figures 
for pre-Health Service days. “it would seem we possibly 
erred in expressing the opinion that the load of work had 
almost doubled,” continued Mr. Howie. “ It now seems that 
there is little change in the number of items of service that 
a doctor gives to his National Health Service patients to-day 
as compared with his panel patient.” There had been an 
increase, which was substantial, in regard to those who prior 
to 1948 were dependants of insured persons. Dr. Girt 


spoke of the increased work which had resulted from the 
development of scientific medicine. Patients who formerly 
would have been sent off to hospital were now treated at 
home. The antenatal work was greater, and nowadays, so 
far as items of service were concerned, there was a greater 
responsibility attached to the doctor. 

Sir HuGH WATSON, saying he was thinking aloud (“ which 
perhaps I should not”), wondered whether that increased 
responsibility might be appropriately remunerated on an 
item-of-service payment. “ Yes,” agreed Dr. Gut. “I think 
that would be a good idea.” 


Prolonged Hospital Experience “ Undesirable ” 


Discussing the relationship between medical practice in 
hospitals and general practice, the association stated that a 
minimum of one year’s hospital experience was desirable 
and that hospital midwifery experience was of particular 
importance. ‘“ When considering applications (for vacancies 
in general practice), care has to be taken to find out what 
kind of work the applicant has been doing in hospital. 
Prolonged hospital experience is probably not desirable. 
After one or two years as a house-surgeon or house- 
physician, hospital experience tends to become too 
specialized and less valuable than experience in general 
practice itself.” 

Dr. Grit said that in Aberdeen the house-surgeon for 
malignant diseases also looked after the dental patients and 
the skin patients: he was explaining that after the pre- 
registration posts it was possible perhaps for a doctor to 
look after several of the smaller specialties, and thus 
broaden his experience. 

The association strongly commended the scheme for 
combined training in general practice and hospital work 
introduced in Scotland in 1956. It did not seem to have 
received the support it deserved, but Dr. Git thought it 
a good idea, which was working very successfully in 
Inverness. 

Inducement payments were essential, the witnesses 
thought. The association had not considered whether they 
were sufficient, because executive councils merely passed 
over the inducement payment which had been arranged by 
the local medical committees with the Department of Health. 


More Patients with Assistance 


The association in written evidence asserted that the 
permitted increase in a doctor's list in respect of the 
employment of an assistant should be in the region of 1,000 
patients. “I take it that when a doctor first has an 
assistant he does not immediately get the full list—it takes 
some years to work up ?” queried the CHAIRMAN. Dr. GILL 
agreed. The CHAIRMAN: “If the maximum he can have is 
1,000 you realize that the maximum he can get will probably 
be just about what he pays out. Would any doctor take an 
assistant on this basis?” Dr. Gn thought he would, 
“ because it enables him to practise better medicine and take 
time off.” To look after 3,500 probably means devoting 
one’s whole time to work. The man whom he had 
instanced previously started at eight in the morning and 
finished at nine at night. It was his sole interest and only 
hobby. Not all were so hard-working. 

After hearing the witnesses from the Scottish Medical 
Practices Committee and the Association of Executive 
Councils in Scotland, the Royal Commission went into 
closed session to hear evidence from the Scottish regional 
board chairman and senior administrative medical officers. 


The Midland Branch of the B.M.A. gave, as is its custom, a 
luncheon for newly qualified graduates on December 6. Dr. 
F. E. Gould, president of the Branch, was in the chair, and 18 
graduates attended. Dr. L. S. Potter, assistant secretary of the 
Association, gave a short talk on the functions of the B.M.A. 
A similar function was held on June 23, and was attended by 
about 80 graduates, who heard an address by Dr. D. P. 
Stevenson. 
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A.LD. was again discussed by the Association’s Council at 
its meeting on December 17, when the Chairman of the 
Science Committee reported on the evidence so far obtained 
by his committee. The matter of drugs for private patients 
was taken a stage further. The Council decided to ask the 
Minister of Transport to meet a Council deputation for a 
full discussion on the parking problems of practising doctors 
and on ways and means of overcoming them. 


Still a “ Difficult Problem ” 


At the suggestion of the CHAIRMAN, Council deferred 
again consideration of the A.R.M. resolution that in future 
negotiations on terms of service within the National Health 
Service the B.M.A. should take the lead in forming a single 
negotiating body for the whole profession. “The general 
feeling among those [ have spoken to is that if such a 
committee could be formed it should be very small, and I 
think it may be possible io reconsider the matter in 
January,” said Dr, Wand. 


Charing Cross Hospital 


Dr. F. Gray, reporting on the conference held under the 
chairmanship of the Chairman of Council to discuss the 
proposed transfer of Charing Cross Hospital and Medical 
School to Fulham, said that the representatives of Charing 
Cross Hospital, the London Local Medical Committee, and 
the Chelsea and Fulham, Kensington and Hammersmith, 
and Westminster and Holborn Divisions of the Association 
were united against the proposals put forward by the 
Ministry. The Ministry representative gave an assurance that 
before any firm decisions regarding the new Charing Cross 
Hospital were reached a further opportunity for the bodies 
represented at the conference to discuss the matter would be 
given. He hoped that the necessary information would be 
available for such a conference to be arranged in the early 
part of 1959. He gave an undertaking to discuss the position 
in the Charing Cross area at the appropriate time. 


Southampton Meeting 


The CHAIRMAN OF COUNCIL said that a great deal of the 
credit for the success of the Southampton Clinical Meeting 
redounded to Dr. R. G. Gibson. Dr. Gipson, thanking the 
Chairman, suggested that the Council should record its 
thanks to Drs. R. S. Russell-Smith, R. P. W. Shackleton, 
and J. G. McDowell, who pioneered the clinical meeting. 
He also added a warm word of praise to the Deputy 
Secretary, Dr. Walter Hedgcock, for his unremitting efforts 
to make the meeting a success. It was planned to have 
clinical meetings at Norwich in October, 1959, at Canterbury 
in April, 1961, and at Sheffield in July, 1961. 


Money Matters 


Following legal advice, the Council authorized an 
application to the Commissioners of Inland Revenue for 
relief from tax in respect of the membership subscriptions 
of persons assessed under Schedule E, in accordance with 
the Finance Act, 1958. 

The Capital Issues Committee, the Treasurer informed the 
Council, has again refused to authorize the arrangements 
which the Association had made with an insurance company 
to finance the new building programme. The Committee 
refused the Association's request for an interview nor would 
it give its reasons. But the Estates Committee was informed 
that it was possible to borrow money to the extent of 


OF COUNCIL 


£50,000 without the consent of the Capital Issues Committee, 
and this avenue was being explored. 


Morbidity Statistics 


The G.M.S. Committee recommended that the Association 
should not participate in a project suggested by the National 
Disease and Therapeutic Index, U.S.A. Dr. A. B. Davies, 
the Committee Chairman, explaining that it involved 
recording, on a special form, details of all patients seen 
during a 48-hour period once a quarter, pointed out the 
work which would be entailed and the difficulty if, for 
instance, it coincided with an influenza outbreak. The 
Conimittee was also influenced by the great volume of work 
already done in this field by the College of General 
Practitioners. 

Mr. J. R. NICHOLSON-LAILEY suggested deferring a 
decision on the recommendation until the chairmen of the 
G.M.S. Committee and the C.C. and S. Committee had 
discussed the matter. Dr. Gipson supported this. Dr. J. G. M. 
HAMILTON thought, reading between the lines of the far 
from clear memorandum from the American organization. 
that the object of the exercise was to provide the American 
pharmaceutical industry with statistics of morbidity in this 
country. Dr. I. D. Grant suggested reference to the liaison 
committee with the College of General Practitioners. 

Dr. Davies said he would be happy to consult with the 
chairman of the C.C. and S. Committee and see if some 
agreement could be achieved. He was equally sure that the 
G.M.S. Committee would be willing for this to go to the 
liaison committee with the College of General Practitioners. 
It was agreed further consultations should take place along 
those lines. 

A.LD. 


Mr. NICHOLSON-LAILEY reported on the evidence already 
considered by the Science Committee on artificial 
insemination by donor, including the oral evidence of two 
practitioners of A.I.D. The Committee proposes to meet 
again in January. Meanwhile the Committee recommended 
“that the Association do submit evidence to the 
Departmental Committee on Artificial Insemination within 
the terms of the resolution of the Annual Representative 
Meeting, 1958, and that the Science Committee be 
authorized to continue to hear evidence and to prepare a 
memorandum of evidence.” (The A.R.M., while making no 
pronouncement on the non-medical aspects of A.I.D., 
authorized Council to submit evidence “from the medical 
point of view.”) After the CHAIRMAN had pointed out that 
what Council had wanted was to have the evidence before 
they decided whether to submit it or not, Mr. Nicholson- 
Lailey withdrew the first part of his Committee's 
recommendation, and the amended recommendation was 
approved. 

Dr. S. F. LOGAN DAHNE moved a rider that the Science 
Committee should consider the ethical, moral, and medico- 
legal evidence. The CHAIRMAN said he could see that 
“ethical” and “ medico-legal”’ came within the terms of 
the A.R.M. resolution, but he thought “moral” was 
something which the Representative Body wanted left alone. 
Dr. DAHNE explained that the purpose of his resolution was 
that the Council should have all the revelant evidence, and 
not simply the purely scientific or medical. “ If we are going 
to decide to give evidence it must be based on all the 
evidence we can obtain from the profession, even if some 
of it comes in the form of a minority report, although I am 
doubtful whether the doctors who object on moral, ethical, 
and religious grounds are in a minority—I think they are 
in the majority,” said Dr. Dahne. “ Despite this being a 
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medical question it does bear on the law, and the law does 
bear on our patients, and we as doctors must give medico- 
legal evidence. I know the lawyers are in a turmoil over 
this.” 

Dr. A. V. RUSSELL supported the rider. In any inquiry, 
examination should be made of the ethical, the psychological, 
and the legal aspects. The mere fact that among 
practitioners who performed A.I.D. some appeared to make 
strenuous efforts to preserve secrecy seemed to indicate that 
they were not altogether happy in their own minds. One 
of the most important of the psychological effects was that 
upon the impotent husband. He could imagine that 
circumstances might arise in which A.D. might not only 
wreck the marriage but wreck the man’s mentality. 

Mr. NICHOLSON-LAILEY said his committee had already 
had regard to the medico-legal aspect and was prepared to 
discuss the ethical, but if the moral was added it would 
take a long time. 

Dr. Gray pointed out that it would also be a specific 
alteration from the decision of the A.R.M., which had been 
carefully considered. 

On a vote, Dr. Logan Dahne’s rider was lost. 

The CHAIRMAN said he took it from the debate that the 
vote did not mean that the Science Committee must not have 
regard to the ethical and medico-legal aspects. 

There was a resolution before Council in which the 
Executive Committee of the Liverpool Division asked 
Council to submit any proposed evidence to Divisions for 
information. Dr. J. A. L. VAUGHAN JONES, commenting on 
the fact that this resolution, like that from Liverpool taken 
at the previous meeting of Council, had come from the 
Executive, suggested that in a matter of this importance there 
should be a meeting of the Division. Dr. A. TaLsor 
Rocers: “A very valid comment.” 


Drugs for Private Patients 


From the Private Practice Committee came recommenda- 
tions on drugs for private patients. Dr. I. M. Jones, the 
Chairman, recalled that discussions between the Association 
and officials of the Ministry, begun following the statement 
of Mr. Turton, the then Minister of Health, in 1956, had 
been to find whether a scheme was administratively possible 
whereby private patients could obtain drugs under the 
National Health Service, having regard to the disciplinary 
procedure on prescribing. When representatives of Council 
and officials of the Ministry met in October, the latter 
conceded all the points in the Association’s memorandum 
save one. Indeed, the greater part of the discussion centred 
round the demand of the Ministry that they should be able 
to maintain a list of private patients authorized to obtain 
drugs. It was pointed out to the Ministry representatives 
that registration would be anathema to private patients and 
that the administrative cost of maintaining the list would far 
outweigh any advantage. The Ministry, however, remained 
adamant. The Subcommittee of the Private Practices 
Committee composed mainly of practitioners engaged solely 
in private practice, although supporting the view taken about 
registration, agreed to the Association’s delegation accepting 
the terms if mecessary; this had been endorsed by the 
Private Practice Committee. 

“We believe that it would be to our advantage to concede 
this point in so far as we agree to the maintenance of a list 
of private patients authorized to obtain drugs,” said Dr. 
Jones. “If we were to refuse to meet the Ministry on 
this point, they would be able to put all the blame on us 
for a failure to implement a scheme for drugs for private 
patients.” 

On the recommendation of the Committee the Council 
decided to accept the Ministry’s condition that those private 
patients authorized to receive drugs and appliances on N.H.S. 
terms be listed by executive councils. Agreement having 
thus been reached that a scheme for supplying private patients 
on E.C.10s was administratively posetble, it was further 
resolved that the Council would welcome an_ early 
opportunity to discuss with the Minister the introduction 
of the necessary legislation. The Chairman of Council, the 


chairmen of the Private Practice and G.M.S. Committees, 
and Dr. L. W. Batten were appointed to be the representatives 
at the meeting with the Minister and in any subsequent 
discussions with his officers. 

Another recommendation from the Private Practice 
Committee, which was passed, again requested the Minister 
of Transport to meet a Council deputation for a full 
discussion on the parking problems of practising doctors and 
on ways and means of overcoming them. 


Autonomous Bodies: New Proposal 


The Professional Co-ordination Committee has no doubt 
that effective co-ordination was hampered by duplication of 
discussion in numerous standing and special committees. 
The Committee did not propose that there should be any 
change in the present procedure whereby the Liaison 
Committee of the C.C. and S., G.M.S., and Public Health 
Committees reported back to the three parent committees. 
But to avoid the unnecessary establishment of special 
committees the Committee recommended, and Council 
agreed, that standing committees be empowered to co-opt 
additional members to consider matters which would other- 
wise have been referred to a specially constituted committee. 
The Committee also made a recommendation in regard to 
the autonomous commiitees, where, ihe report said, 
“duplication of discussion may be a real handicap to 
progress and an embarrassment to leaders of the profession 
at times when speed of action is important.” The proposal 
was that it be referred to the Organization Committee to 
“examine the possibility of defining the circumstances in 
which the Represeatative Body should debate matters 
within the province of the autonomous committees.” 

“We have alv/ays*been a littie reluctant to grasp this 
nettle,” said Dr. Wann, as chairman of the Professional 
Co-ordination Committee, “ but we feel the time has come 
when we must do so.” The Organization Committee should 
be asked to see whether it was possible to avoid spending 
so much time in the Representative Body discussing minor 
domestic matters affecting the autonomous bodies. 

Dr. VAUGHAN Jones felt the recommendation to be “a 
thin end of a very dangerous wedge.” Doubts about the 
autonomous bodies had increased through the years, and it 
had been said that they were tending to become separate 
organizatious subject to the jurisdiction of nobody but 
themselves and certainly not to the jurisdiction of Council. 
Anything which limited the extent to which the Repre- 
sentative Body, as the parliament of the profession, had 
control gave more autonomy to the autonomous bodies ahd 
less authority to the Representative Body. 

Supporting the recommendation, Dr. Gray asked whether 
anything could be more cautious. Dr. A. V. RUSSELL said 
the autonomous bodies worked well in their present sphere, 
but it should never be forgotten that the Representative 
Body was, and should remain, the policy-making body of 
the Association. “ Diarchy is always said to be dangerous,” 
declared Dr. LoGaN Danne. “ Triarchy would be three 
times as dangerous.” 

Dr. WAND replied that the whole point was that there 
were the autonomous bodies and there was overlapping, 
which could be dangerous. “What we are trying to do is 
to flatten out the thick end of the wedge,” he said. “The 
thin end of the wedge is already in.” The Committee thought 
that the time had come to face squarely up to this problem. 

The recommendation was carried, 

Having reported on the main object of its terms of 
reference, the Committee on Professional Co-ordination 
considered that the implementation of its recommendations 
and the consideration of any outstanding matters should be 
referred to the Organization Committee. Council agreed. 


Remuneration of University Teachers 


The Council left to the Chairman of Council and the 
Chairman of the C.C. and S. Committee the appointment of 
a deputation which the University Grants Committee, the 
Vice-Chancellors’ Committee, and the Medical Research 
Council are to be asked to receive to discuss the report 
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on the remuneration of whole-time medical teachers and 
research workers. The Council approved changes recom- 
mended for the qualification for membership of the 
Venereologists Group. 

Following the approval of the reconstitution of the C.C. 
and S. Committee to include representatives from the Royal 
Colleges and Scottish Corporations, these bodies were 
invited to appoint members. The Royal Faculty of 
Physicians and Surgeons of Glasgow and the Royal College 
of Physicians of Edinburgh were doing so. But the London 
colleges and the Royal College of Obstetricians and Gynae- 
cologists had declined, on the grounds that membership of 
the Joint Consultants Committee was adequate. 


In Brief 

The Council agreed that a deputation jointly with the 
Trades Union Council should ask to see the Prime Minister 
io ask the Government to accept responsibility for estab- 
lishing an occupational hygiene laboratory service as part 
of a comprehensive health service. 

Out of the employee's 9s. 11d. a week for his insurance 
stamp, Is. 104d. goes towards the cost of the National Health 
Service. But Council agreed with its Public Relations Com- 
mittee that a poster or leaflet campaign to publicize the 
proportion going to the Health Service was impracticable 
at the moment.. The matter is to be kept under review. 

Some results of research on the relation of alcohol to 
road accidents are now available, and the Alcohol and Road 
Accidents Committee is revising the Association’s report on 
the subject of alcohol and aecidents published in 1935. 

The following are the results of the B.M.A. Film 
Competition, 1958 : First prize in the non-commercial cate- 
gory: “The Treatment of Card. ‘Arrest ’—medical 
authority, Sir Russell Brock ; production authority, Depart- 
ment of Medical Illustration, Guy’s Hospital Medical 
School. First prize in the commercial c@‘egory: “The 
Management of Twins in Pregnancy and Labour "—medical 
authority Professor W. C. W. Nixon and Mr. W. G. 
MacGregor; production authority, Wellcome Film Unit. 

The Central Ethical Committee disapproved of 2 gummed 
“Prevent Polio by Immunization” label sent to doctors by 
Middlesex County Council with a request that it be 
displayed on their cars, because it might imply that a doctor 
displaying the label had a special interest in polio. 

Australia and New Zealand have issued revised 
instructions to migrants on the fees which they may expect 
to pay for medical examination in this country. These come 
into force as from January 1, 1959. 

The Central Consultants and Specialists Committee has 
proposed to the Joint Consultants Committee that hospital 
boards should maintain a register of doctors available to 
undertake locum duties. 

Closing the meeting, the last of 1958, the CHAIRMAN OF 
CoUNCIL wished members “a happy Christmas, a prosperous 
New Year—and a good Royal Commission report.” 


PUBLIC HEALTH COMMITTEE 


MOVE FOR SEPARATE SESSIONS DEFEATED 


A proposal to split the Public Health Committee’s meetings 
into two sessions so that matters concerning conditions of 
service might be discussed separately from those purely 
concerning public health was rejected at the meeting held 
on Friday, December 12. 

This suggestion was contained in a letter from Dr. E. 
HuGHEs complaining that the Committee spent a great deal 
of time considering the difficulties of individual medical 
officers, thus preventing adequate discussion of important 
matters in the field of preventive medicine. He claimed 
that the difficulty could be solved by appointing a separate 
day for the discussion of all matters affecting conditions 
of service and payment, and that possibly the members who 
comprised the Staff Side of Whitley Committee “C” might 
be suitable persons to deal with various individual problems 


about salary gradings, etc., even though they might not be 
sitting officially as the Staff Side of that body at the time 
in question. 

The CHAIRMAN (Dr. J. B. Tilley) said that those who 
put up their cases to the Public Health Committee did so 
in the belief that all the members of the Committee were 
there and not just the Staff Side of Committee C. He 
disagreed with the view expressed by Dr. H. D. CHALKE 
that longer and more frequent meetings would provide a 
solution. 

Dr. HUGHES'S proposal was rejected, but the Committee 
agreed to consider whether there would be any advantage 
in setting up a general purposes subcommittee to which 
such questions could be referred. 


Constitution of the Committee 


A full discussion was devoted to a report prepared by 
Dr. E. Grey-Turner (Assistant Secretary) since the last 
meeting, on the subject of the reconstitution and enlarge- 
ment of the Committee, including increased representation 
from the Society of Medical Officers of Health. As against 
the existing total of 25 members, Dr. Grey-Turner’s pro- 
posal increased the number to 31, providing for 10 ex-officio 
members (4 chief officers, 2 public health members of 
Council, 4 public health members of the Representative 
Body); 16 appointed members (2 by the Representative 
Body, 2 by the Council, 8 by the Society of Medical Officers 
of Health, and 1 each by the Central Consultants and 
Specialists, the General Medical Services, the Occupational 
Health, and the Private Practice Committees), and 5 co- 
opted members. This would increase the number represent- 
ing the Society of Medical Officers of Health from 2 to 8. 
The changes were designed to meet the three main criticisms 
of the constitution: (a) that it was not sufficiently 
democratic ; (b) that too low a proportion of members were 
engaged in the Public Health Service ; (c) that a balanced 
representation of all grades and categories of public health 
medical officers was not obtained. The new proposals, if 
accepted, would ensure that 20% of the membership was 
directly elected by those in the Public Health Service, that 
70% would be engaged whole-time in that service, and that 
there would be ample scope for the representation of all 
grades and categories of public health medical officers, it 
was clairned in the report. 

The CHAIRMAN welcomed the proposals as a better solu- 
tien than he had thought it would have been possible to 
find. 

Dr. J. KeELMAN, asking for the inclusion of a specific 
number of Scottish members, said that the present repre- 
sentation from Scotland was largely a matter of chance; he 
thought it should be laid down that three out of the total 
of 31 should come from Scotland. 

Dr. J. T. McCutcueon (Assistant Scottish Secretary) 
pointed out that the C.C. and S. Committee (Scotland) 
appointed 10 members direct to the corresponding committee 
in London ; the G.M.S. Committee had eight members from 
Scotland, all of whom were ex-officio members of the 
corresponding Scottish body, but the Public Health Com- 
mittee (Scotland) had not so far had any particular repre- 
sentation on the main body in London. 

Dr. Mary ESSLEMONT said that, although a Scot, it was 
by the purest chance that she happened to be a member of 
the Committee. 

Concer was expressed by several members over the 
possibility of the increased membership including a large 
proportion of non-members of the Association. The fear 
was also expressed that the Society of Medical Officers of 
Health might represent too large a block in the Committee. 

After the ASSISTANT SECRETARY had reminded the meeting 
that the Association’s by-laws provided that all standing 
committees could include persons who were not members 
of the Association, Dr. W. G. HARDING expressed strong 
objection to the use of the term “block.” It was incon- 
ceivable that there should be any “ ganging-up” of non- 
members of the Association within the Council of the 
Society, he said, and the “non-membership” point was to 
be regarded as something of a red herring. 
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Dr. J. W. Pickup said that, before approving so large 
an increase in the number of members from the Society, 
the Committee should insist on a provision that all such 
nominees should be members of the Association. 

Dr. J. STEVENSON LOGAN said that on a matter of so much 
importance to the Society it was only proper that their 
views should be sought. The medical officers of health 
in the Society had felt that their impact was not large 
enough. 

Sir SELWYN SELWYN-CLARKE said that consultation was 
provided for under the new agreement between the Society 
and the Association. 

Dr. KELMAN said that one of the reasons for asking the 
Society to appoint members was because it was a fair and 
convenient method of selecting the kind of members that 
the Committee wanted—far better than having regional 
selections in different categories. 

“ Although the B.M.A. sometimes falls over backwards 
to be able to say that it is representing the interests of all 
doctors,” he said, “ there are many occasions when we have 
to remember that we have banded ourselves together in 
the B.M.A. for certain purposes. The representatives 
coming from the Society, in my opinion, ought all to be 
B.M.A. members.” 

The CHAIRMAN pointed out that it might be embarrassing 
for the Society to have to ask its nominees whether they 
were members of the Association. 

Dr. Pickup: “I hope it is embarrassing to them, if 
necessary.” 

After further discussion it was decided to accept the 
proposed figure of 31 as the maximum membership and that 
the Assistant Secretary should approack:. the Society for their 
views before the February meeting of the Committee, with 
the suggestion that, of the eight Society representatives, one 
should come from Scotland ; that two members should be 
appointed by the Scottish Public Health Committee ; and 
that to provide for this readjustment the number of co- 
options be reduced to three. 


Medical Examination of Immigrants 


A motion by Dr. CHaLke that immigrants should be 
medically examined either before leaving their country of 
origin or before arrival in this country was carried after the 
reception of a document: prepared by the Assistant Secretary 
setting out reports on the subject in connexion with the 1958 
A.R.M. resolution calling for a vigorous campaign directed 
thereto. 

Yellow Fever Vaccination 


After discussion of a draft circular from the Ministry of 
Health inviting local health authorities to make arrangements 
for vaccination against yellow fever under Section 28 of the 
National Health Service Act and providing for the making 
of a charge to the individual receiving it, the Committee 
decided to express strong aversion to any such charge being 
made. 


Psychiatrists Employed by Locai Health Authorities 


The Committee then considered a report by the 
Psychological Medicine Group Committee deploring the 
fact that salary scales for psychiatrists employed by local 
health authorities were considerably lower than those 
obtaining in the hospital service, and suggesting that local 
authority psychiatrists should be transferred to regional 
hospital boards. 

The CHAIRMAN explained that this document had already 
been before the C.C. and S. Committee, which had requested 
the views of the Public Health Committee on it. He said 
the hope might be expressed that the alterations in the 
salaries of those in the Public Health Service would result 
in whole-time psychiatrists receiving a salary comparable 
to that received by those in the hospital service. On the 
other hand, it was difficult to see how the medical profession 
could dictate to loca! authorities as to how they should 
employ their staff. 

Dr. HARDING objected to the proposal on the ground that 
its acceptance might hamper developments in progressive 
local health authorities which desired to launch mental 


health programmes in areas where the regional hospital 
boards’ psychiatric cover was quantitatively and qualitatively 
not suited to such developments. 

Dr. S. C. Gawne said that if local health authorities 
wanted to start a service with people trained in child 
psychiatry it was up to them to attract such people by 
paying the proper rate. 

Dr. STEVENSON LOGAN said that when a job was of a 
clinical nature and of consultant status it should be paid 
for at the proper rate; but the appointments under 
discussion were primarily administrative posts within the 
hierarchy of the Public Health Service and the rate was 
appropriate in relation to the other salaries paid therein. 

The Committee agreed: (i) to express the hope that public 
health salaries would be so increased as to bring them 
into line with the hospital service; (ii) that where local 
authorities employed clinical consultants they should pay 
them at the appropriate rate, and that in some circumstances 
this was done ; (iii) that in view of the expansion that might 
be expected in the local authorities’ mental health services, 
they should not have to depend on regional hospital boards 
for the provision of psychiatrists. 


School Health Service and Handicapped Pupils Regulations 


The Committee examined the Ministry of Education's 
new draft regulations to replace the School Health Service 
and Handicapped Pupils Regulations, 1953, and decided to 
express a preference for the existing wording in certain 
paragraphs, 


Medicat Referees of Crematoria 


The Committee discussei a note from the Cremation 
Subcommittee of the Private Practice Committee expressing 
the view that there was no reason for departing from 
existing Association policy. This is that cremation should 
be authorized by independent practitioners, who need not 
necessarily have any connexion with local authorities. The 
Cremation Subcommittee further recommended that the 
medical referee should be a practitioner of at least 10 years’ 
standing avd should possess some special qualifications such 
as experience in forensic medicine. 

After discussion the Committee opposed the 10-year 
provision ®% the ground that it had no evidence that the 
existing ari@ngement was proving unsatisfactory. 


INCREASED REMUNERATION OF 
GENERAL PRACTITIONERS 


The following statement has been issued by the Ministry of 
Health about the distribution of the additional money made 
available for the payment of general practitioners as a result 
of the general increase in the basic pay of doctors in the 
National Health Service by 4% : 


1. In reply to a written Parliamentary Question on 
November 20, the Minister of Health announced that the 
current basic remuneration of doctors would be increased 
by 4% from January 1, 1959. 

2. The distribution of the additional money made avail- 
able by the increase in the net remuneration of general 
medical practitioners has been the subject of discussion 
between the Ministry of Health and the Department of 
Health for Scotland, and the representatives of the 
profession, and it has been agreed that the increase should 
be effected as follows : 

(a) The capitation payment, which doctors receive for each 
person on their lists, is to go up from 17s. 6d. to 18s. per 
annum. 

The loading, which is an additional payment for each person 
on the list between 501 and 1,500, is to go up from Ils. 6d. 
to 12s. per annum. 

(b) The fee for the treatment of temporary residents (those 
patients who are not on a doctor's list and are staying in the 
area for less than three months) is to go up from 17s. to 18s. 
(There is an increase from 8s. 6d. to 9s. in the fee paid where 
the patient is temporarily resident in a convalescent home or 


- 

L 
ime 
vho 
ere 
He 
KE 
tee 
age 
ich 

by 
ast 
pe- 
ast a 
= 
of 
ve 
ve 
nd 
jal 
it- 
ed 
ne: 
h 
~ 
at 
at 
U- 
le \ 
al \ 
y) 
\- 
s 
f 4 
r 
f 
ied 
> 
| 


274 Dec. 27 1958 


INC REASED REMUNERATION OF G.P.s 


SUPPLEMENT to tHe 
Britis MEDICAL JOURNAL ; 


similar institution.) It is proposed to make Regulations to 

provide for this increase. 

(c) The special capitation payment which is paid to some 
doctors who undertake dispensing for their patients in rural 
areas is to be increased from 9s. 9d. to 10s. (There is no 
change for those doctors who are paid, in the same way as 
retail chemists, for each prescription dispensed; they have 
received the increase given to retail chemists, whereas the 
dispensing capitation fee has not been recently changed.) 

(d) Initial practice allowances paid to doctors while they 
are establishing themselves in single-handed practice in areas 
short of doctors; and other supplementary annual payments 
and hardship payments are also to be increased by amounts in 
the order of 4%. These and other details are to be discussed 
further with the profession and the decisions reached will be 
announced as soon as possible. 

(e) By the payment of a further sum representing 3% of 
payments under the mileage and for maternity medical services. 
3. The intention has been to distribute the increase widely 

over the different types of payments the general practitioner 
receives. 

4. The presént average net income—that is, net remuner- 
ation from ail professional sources—for general medical 
practitioners is £2,333. The 4% increase will bring this up 
to £2,426. 

5. Doctors and local exccutive councils wili shortly be 
receiving copies of notices about the new interim increase. 

6. Doctors in general practice last received an increase 
in their remuneration in May, 1957, when ar interim increase 
of 5% on net remuneration was given. Most of this 
increase was given by the raising of the capitation payment 
from 17s. to 17s. 6d. and the “loading” payment from 
10s. to Ils. 6d. 

7. Steps are being taken to gotiiy hospital authorities of 
the new rates of salary for variors grades.of hospital medical 
and dental staff, and arrangements for distributing the in- 
crease to general dental practitioners are heirty made after 
consultation with the profession. 

8. The total cost of the increases to doctors and dentists 
will be about £5m. a year, of which nearly £2m, will go 
to general medical practitioners. ; 


Scottish News 


HOSPITAL COSTS IN SCOTLAND 


The average weekly cost of a patient in a general hospital 
in Scotland for the year ended March 31 last was: 


Up to 50 beds 17 2 8 
51-300 beds... 19 4 1 
Over 300 beds .. 19 8 10 


Variation according to type » of hospital is shown below 
(out-patient costs excluded): 


Teaching hospital 20 12 11 
Chronic sick 10 6 1 
Maternity 4 4 3 
Mental 7 0 3 

Each £1 on average went as fitteen: 

a. 

Salaries and wages ll 7 
Provisions 2 6 
Drugs, dressings, bedding 1 4 
Domestic repairs, lighting 


Overheads 
The average weekly cost of provisions per person fed in 
hospital (taking patients and staff together) was £1 3s. 11d 
The analysis includes this year for the first time a table 
showing examples of the costs of certain departments and 
services in a number of hospitals. It has been distributed 


to all hospital authorities in Scotland, who have been asked 
to investigate differences in costs of comparable hospitals 
and to report the results of their investigations.—Analysis 
of Running Costs of Hospitals, Year Ended March 31, 1958, 
Department of Health for Scotland, H.M.S.O., Edinburgh, 
10s. 6d. 


Correspondence 


Rural Practitioners’ Remuneration 

Sir,—I note in the press a report that a deputation from 
the B.M.A. is to propose to the Minister of Health that 
future increases in doctors’ remuneration should be 
distributed in a manner that takes account, in part at least, 
of the fact that country doctors’ incomes are made up of 
payrnents other than capitation fees. I rather think this 
deputation will find it is pushing at an open door, but it was 
not the B.M.A. that opened it. 

No country doctor should, however, lose sight of the fact 
that in the past, whenever a retrospective payment has been 
made, from the Danckwerts Award onwards, it has been 
distributed on a capitation basis only, and thus he has been 
denied a part of what was due to him. Furthermore, this 
injustice has been perpetrated by the Ministry, in agreeraent 
with the representatives of the profession, in spite of the 
fact that the B.M.A. and the G.M.S. Committee have been 
aware for some years that it was unjust. 

I would ask every country doctor to consider very 
seriously whether his interests are adequately represented.— 


I am, etc., 
Richmond, Yorks A. F. T. Oro. 


Distribution of New Money 


Sir,—From your report in the Supplement of December 
6 (p. 239), it would appear that the General Medical Services 
Committee does not intend to follow established precedent 
in the distribution of new money. 

After the Danckwerts award and the 5% interim award, 
the new money was largely applied to that part of any given 
list lying between 501 and 1,500. This was done at the 
request of the majority of general practitioners, as in this 
way the small- and medium-list doctors received the greatest 
possible benefit. As they were the ones most in need of it, 
this was just and equitable. Now it would appear that a 
more complicated and less equitable distribution is going 
to take place. 

We in Northern Ireland having, on average, 400-500 less 
patients than our colleagues in England will be particularly 
victimized by the present proposed method of distribution, 
and I wish to protest against the G.M.S. Committee's action, 
more especially as it departs from the expressed wish of 
the mass of the profession. Let them think again.— 
I am, etc., 


Ballywalter, Co. JoHN R. BRYARS. 


Down. 


Association Notices 


Diary of Ceniral Meetings 


JANUARY 


7 Wed. Special Meeting of Council, 12 noon. 

8 Thurs. Executive Subcommittee, Science Committee, 
10 a.m. 

8 Thurs. Medical Members of Editorial Subcommittee, 
Joint Formulary Committee, 11 a.m. 

8 Thurs. Medical Staffing Subcommittee (Central 
Consultants and Specialists Committee), 
11.30 a.m. 

8 Thurs. Assistants and Young ae Subcommittee 
G.M.S. Committee), 2 p.m. 

8 Thurs. Office Committee, 2 p.m. 

8 Thurs. Science Committee, 2 2 P: m. 

9 Fri. Overseas Committee, 2 p.m. 

12 Mon. Armed Forces Committee, 2 p.m. 

14 Wed. Tuberculosis and Diseases of the Chest Group 
Committee, 2.15 p.m. 

15 Thurs. G.M.S. Committee, 10.30 a.m. 

16 Fri. Pharmaceutical Members of Editorial Subcom- 


mittee, Joint Formulary Committee, 11 a.m. 


Branch and Division Meetings to be Held 
SOUTHAMPTON Diviston.—At Ma 7s Restaurant, Southampton, 
Thursday, January 1, 8 p.m. to 12 midnight, doctors’ families’ 


dance. 
Furness Division.—At Duke of Edinburgh Hotel, Monday, 


December 29, 8 p.m., special meeting. 
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